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cephalad carotid stenting: Complementary, not
competitive, techniques”
We have read with particular interest the paper by Tameo and
co-workers.1 Actually, we first described the technique of intraop-
erative stenting of the internal carotid artery after unsatisfactory
surgical endarterectomy in a short report appeared on this Journal
in 1999.2 In 2000, Ross and coworkers3 reported a larger number
of cases treated in a similar way and followed for over an year; this
work was credited only in the last paragraph of Tameo’s paper.
Since then, carotid stenting has become common practice in
many centers throughout the world, not only in selected cases of
primitive carotid stenosis, but also as a bailout procedure to
manage unsatisfactory distal endpoints during endarterectomy.
We would like to stress the importance of completion angiog-
raphy as a means to reduce complications, and as a training tool for
more junior surgeons to evaluate and improve their technical
results. At our institution, it is performed in all cases (except when
previous adverse reaction to contrast media has been documented);
however, we cannot expect it to detect every single problem for
several reasons that include suboptimal quality of portable C-arms
and the fact that usually only one projection is obtained.
After initial enthusiasm, we have continued employing intra-
operative stenting in a very small percentage of cases, mostly after
eversion endarterectomy; with this technique, it is sometimes
impossible to physically control the distal endpoint and stenting is
a very reasonable solution. Stenting, however, besides its financial
burden, produces a blood-metal interface in a critical region that
suggests a more aggressive postoperative antiplatelet therapy, with
its own costs and adverse effects. On the other hand, when a
problem is encountered after patch closure, we believe that surgical
maneuvers such as over-passing the endpoint of the plaque with
the arteriotomy, tacking it with sutures, and re-shaping the patch
appropriately are still the best solution.
As far as the endovascular technique is concerned, Tameo and
co-workers suggest interrupting the blood flow during the proce-
dure. We believe that if no thrombus is present, a good flow
through the artery in a patient who is adequately anti-coagulated is
possibly the best way to prevent thrombus formation altogether;
this is consistent with Ross’s experience. Interrupting the flow in
the carotid may possibly expose the patients to unnecessary risks,
even if the outcome was good in Tameo’s cases. If thrombus is
suspected from the angiography, we would certainly perform an
immediate surgical re-exploration.4
While we are certainly convinced that endarterectomy and
stenting may occasionally be complementary techniques, we also
firmly believe that all possible efforts should be made to obtain the
best possible technical result at the time of the initial operation,
since all further procedures expose the patient to additional dis-
comfort and risks.
Germano Melissano, MD
Roberto Chiesa, MD
Università “Vita-Salute” San Raffaele
Scientific Institute H. San Raffaele
Milan, Italy
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Reply
We appreciate Dr Ross’ comments1 and apologize to Drs Melis-
sano and Chiesa2 for failing to cite their 1999 report. As to the
suggestion of maintaining flow during stent deployment, we do not
feel that cessation of flow increases thrombosis risk, so long as antico-
agulation with heparin is maintained. After all, flow is interrupted
throughout the endarterectomy procedure with judicious clamp ap-
plication. As these authors note, stenting costs are significant, and
adding the expense of a cerebral protection device is unnecessary with
our technique. While cerebral protection may be less important in
endartectomized arteries, we see no advantage to maintaining ante-
grade cerebral flow, and some embolic risk. Of course, we concur that
technical perfection with the surgical procedure is paramount. How-
ever, only routine use of completion imaging will identify situations
where these efforts fall short. As to Dr Ross’ caution against overuti-
lization of adjunctive stents, the surgeon must weigh the risk of stent
restenosis against the elevated risk of restenosis that will likely accom-
pany suboptimal angiographic results.
Michael N. Tameo, MD
Matthew J. Dougherty, MD
Keith D. Calligaro, MD
Pennsylvania Hospital
Philadelphia, Pa
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Regarding “Midterm outcome after the distal
revascularization and interval ligation (DRIL)
procedure”
In article by Huber et al,1 the authors reported on the
largest ever published series of patients suffering from arterio-
venous (AV) access induced extremity ischemia treated with the
distal revascularization and interval ligation (DRIL) procedure.
I am pleased that the results of this article completely confirm
and further validate all our previously published experience.2-6 I
need to correct the authors on one important fact: they credit
Berman et al7 on the description of the details of the DRIL
technique. While the Berman group was the first one to validate
our results with a large series and christen the procedure with
the name “DRIL”, the technique itself was originally described
and promoted as the optimal treatment for AV access induced
ischemia by us 9 years earlier.2
Harry Schanzer, MD
Division of Vascular Surgery
Mount Sinai Medical Center
New York, NY
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Reply
We would like to thank Dr Schanzer for his warm comments
and formally recognize his contribution. The procedure that he
described has been validated by numerous other reports, including
our own, and has become the definitive treatment for access-
related hand ischemia. It was clearly not our intention to slight the
significance of his work and, indeed, his series was included amongthe larger published series in Table II.1 We were present at the
Twenty-second Annual Meeting of the Southern Association for
Vascular Surgery when Berman et al2 presented their experience
and first described the acronym. Shortly thereafter, we incorpo-
rated the distal revascularization and interval ligation (DRIL)
procedure into our own treatment algorithm for grade 3 hand
ischemia. Interestingly, the importance of positioning the proximal
anastomosis of the DRIL 7 cm from the access anastomosis was
emphasized during the discussion from the floor after the paper
was presented; a technical point later confirmed by the hemody-
namic measurements performed by Illig et al.3
Thomas S. Huber, MD, PhD
Department of Surgery
University of Florida College of Medicine
Gainesville, Fla
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